Postero-anterior chest roentgenograms in 17 of 20 patients with coarctation of the aorta showed widening of the left upper mediastinal shadow attributed to dilatation of the left subclavian artery; pulsations of this vessel were evident in 12 of 13 cases with roentgenkymograms. In 3 of the latter cases rib notching was absent or equivocal. The subclavian pulsations may be observed fluoroscopically. Recognition of dilatation and pulsation of the left subclavian artery may provide roentgenologic corroboration of a diagnosis of coarctation of the aorta even in the absence of rib notching.
E NLARGEMENT of the left subelav-ian artery is a well recognized and almost constant anatomic feature of coarctation of the aorta when the constriction is distal to the origin of that artery. The resultant widening of the left upper mediastinal shadow above the level of the aortic arch has been mentioned occasionally in the literature as a roentgen-ray finding in certain cases.'1 6, 10, 11 subjects over a relatively short period of time. Our material consists of 20 patients, 13 with roentgenkymograms in the posteroanterior projection; (4 patients from other hospitals are included because their roentgen-ray studies included kymograms). Examination of the roentgenograms in this series of patients provided convincing evidence of the diagnostic importance of the left subclavian artery shadow. Some degree of enlargement of the left upper mediastinal shadow was recognizable in the great majority of the cases. In all but one of the roentgenkymograms, abnormal pulsations of arterial type were distinctly visible on the left above the aortic arch. Marked scoliosis due to old tuberculosis of the spine may well have prevented visualization of the pulsations in the one patient in whom they could not be recognized in the kymogram.
The ages of the patients ranged from 7 to 72 years; a report of the patient aged 72 years appears elsewhere. 1 ). The density of the left upper mediastinum was usually noticeably greater than that on the right; vertebral detail was less visible as a result. In only one patient was the arterial dilatation of aneurysmal character; this patient was a man 37 years of age with the clinical findings of coarctation of the aorta, but no rib notching; there was no anatomic confirmation vascular shadow above the aortic arch level is very important in rendering the aortic knob inconspicuous in those patients who do not have an associated extensive hypoplasia of the aortic arch ( fig. 1) .
Several patients showed dilatation of the ascending aorta; this was most pronounced in one patient with well-marked aortic regurgitation, attributed to a probable bicuspid aortic valve ( fig. 3) .
Twelve of the thirteen roentgenkymograms showed vascular pulsations on the left above the level of the aortic arch. This area normally There was a wilene(l bi.alhiocehallic vessel shadow (left common carotid) pulsating as shown in kymogramr (b) ; the pulsations were obvious fluoroscopicallv. Clinically there w-as absence of the left radial pulse and signs of patent (luctus and coaretation. Roentgenlologicallv the heart appeared large; the trunk and braiiches of the pulmonary artery were very large; the aortic arch was small. There was no rib notching. On surgical exploration, coaretation was found beginning proximal to the origin of the left subelavian artery; the left common caroti(l was greatly enlarged; there was a large latent (ductus arising l)roximal to the coiretation. In our third patient, a boy of 10 years with equivocal rib-notching, there was pulsation of the left subelavian artery and left ventricular hypertrophy permitting roentgen-ray confirmation of the diagnosis of coarctation; at operation a pin-point lumen at the site of well localized isthmus stenosis of the aorta was found.
The roent- genogram in coarctation of the aorta; regularly in this condition pulsations of this vessel may be recorded in the roentgenkymogram and they may also be recognizable fluoroscopically. Recognition of these signs may provide roentgen-ray evidence for a diagnosis of coarctation of the aorta even in the absence of rib notching.
The wi(lening of the left uipper me(liastinal shadow by\,) the enlarged left subelavian artery contribu)tes to the characteristic decreased roentgen-ray visibility of the aortic knob in this condition.
In the occasional instances of cocarctation of the aorta, proximal to the origin of the left Sllb claaIl artery, enlargement and pulsations of the left common carotid may be evident roentgenologically. An example of this is included in the present report.
